Normal appendix is 4 to 5 mm in diameter and approximately 8 cm in length; although it may be up to 30 cm long. Appendicitis is the inflammation of the appendix and is the most common cause of acute abdominal pain. Right lower quadrant pain, nausea, vomiting and fever are common signs of appendicitis but 20% to 33% of patients with suspected appendicitis present with atypical features. Case presentation: we presented a 14-year-old boy with abdominal pain predominantly in hypogastric area and LLQ (Left Lower Quadrant) that after ultrasound and CT study a large appendix 22 mm in diameter and 17 cm in length was detected. Conclusion: appendix position and size is very variable and appendicitis could be presented by different clinical features. In this case, the patient was presented with LLQ pain rather than RLQ (Right Lower Quadrant) pain due to its large size and elongation to the left side.
Introduction
Appendix arises from posteromedial aspect of the caecum, 1 to 2 cm below the ileocecal valve.
Normal appendix is 4 to 5 mm in diameter and approximately 8 cm in length; although it may be up to 30 cm long.
Appendicitis is the inflammation of the appendix and is caused by a blockage of the hollow portion of the appendix, most commonly by a calcified particle called appendicolith, and is the most common cause of acute abdominal pain [1] .
Right lower quadrant pain, nausea, vomiting, and a systemic inflammatory response with leukocytosis and neutrophilia, increased C-reactive protein concentration, and fever are considered diagnostic of appendicitis [2] .
Approximately 20% to 33% of patients with suspected appendicitis present with atypical features. CT scan is now regarded as the most accurate test to diagnose appendicitis [3] .
Appendiceal dilation greater than 13 mm suggests possible mucocele. Mocucele refers to distention of the appendix with sterile mucus. Some cases are due to mucinous cystadenoma or cystadenocarcinoma [1] .
Imaging Findings
Non-compressible appendix larger than 6mm in diameter in ultrasound study, visualization of the appedicolith (does not always indicate appendicitis), inflamed periappendiceal fat (echogen fat in sonography and fat stranding in CT scan), increased wall thickness and increased vascularity of the wall in color doppler sonography and wall enhancement in CT scan with contrast [1] .
Case Presentation
A 14 years old boy presented with abdominal pain predominantly in hypogasteric area and LLQ, nausea and vomiting since 12 hour before admission.
WBC count was 12,000 with 80% neutrophils. Abdominopelvic sonography was done for patient. Findings of ultrasound study was a large noncompressible tubular structure, 22 mm in diameter which was elongated from RLQ to LLQ, containing fluid and three ehogenic lesions inside the tubule; The largest was 14 mm (appendicolith) in length ( Figure 1 and Figure 2 ). Small amounts of free fluid in pelvis and several lymph nodes in RLQ was also detected; with largest diameter of 5 mm in short axis. In order to do more investigation, abdominopelvic CT scan with IV and oral contrast was requested. Findings were similar to those found in ultrasound, and also wall enhancement in tubular structure was detected (Figure 3(a) & Figure 3(b) ).
Regarding to ultrasound and findings of CT scan, acute appendicitis with possibility of mucocele formation was suggested.
Appendectomy for the patient was done and pathologic study confirmed the diagnosis of acute appendicitis but with no evidence of mucocele formation (Figure 4 ).
Discussion
Approximately 20% to 33% of patients with suspected appendicitis present with atypical features [3] . It can occur in both normal position appendix or in atypical positioned appendix.
The tip of the appendix can have a variable position within the abdominal cavity: retrocaecal (65% -70%), pelvic (25% -30%), pre-or post-ileal (5%).
Duplication of the vermiform appendix is extremely rare with reported incidence of 0.004% patients operated on for acute appendicitis [4] .
Left sided appendicitis is a rare pathology. Two situations may explain the occurrence of the disease: situs inversus or midgut malrotation [5] .
Knowledge about these entities and their variations helps us diagnose atypical and problematic cases. 
Conclusions
Most cases of appendicitis present with abdominal pain especially in RLQ. However, in some cases, that location of appendix is atypical (retrocecal, subhepatic, …) or the appendix is elongated (such as this case presentation). So the clinical presentation can be different.
Appendicitis can be manifested by RUQ tenderness when location of appendix is subhepatic or LLQ tenderness when appendix is elongated and the tip of appendix is inflamed.
